Background. The EQ-5D instrument has 5 dimensions. This article reports on the effects of manipulating a) the order in which the 5 dimensions are presented (appearing first v. last), b) splitting of the composite dimensions (''pain or discomfort'' and ''anxiety or depression''), and c) removing or ''bolting off'' 1 of the 5 EQ-5D dimensions at a time. The effects were examined in 2 contexts: 1) self-reporting health and 2) health state valuations. Methods. Three different types of discrete choice experiments (DCE) including a duration attribute were designed. An online survey with 12 subtypes, each with 10 DCE tasks, was designed and completed by 2494 members of the UK general public. Results. Of the 3 manipulations in the self-reporting context, only b) splitting anxiety or depression had a significant effect. In the health state valuation context, b) splitting level 5 pain or discomfort (relative to pain) and splitting level 5 anxiety or depression (relative to anxiety) had significant effects as did c) bolting off dimensions. Conclusions. We find that the values given to certain health dimensions are sensitive to the way in which it is described and the other health dimensions presented. Of particular interest is the effect of splitting composite dimensions: a given EQ-5D(-5L) profile may mean different things depending on whether the profile is used to self-report one's health or to value hypothetical states, so that the health state values of EQ-5D(-5L) in population tariffs may not correspond to the states that patients self-report themselves in.
system, across 2 contexts: one for self-reporting health and the other for valuing hypothetical health states.
The first issue concerns the order in which the dimensions are presented. The psychology literature has discussed ''recency'' and ''primacy'' biases, broadly described as serial position effects. [5] [6] [7] A recency bias represents a situation in which a respondent remembers and processes more recent information more efficiently than earlier information. 8 On the other hand, a primacy bias occurs when a respondent might recall and process the information listed first rather than last. 9 In the context of self-reporting health, serial position effects may concern the levels of the dimensions: a primacy effect would suggest that respondents focus on the ''no problems'' level of a given health dimension because it is mentioned first, or a recency effect would make them more likely to focus on ''extreme problems'' because it appears last. As each dimension is presented separately as a set of 5 levels for which 1 level is chosen, the overall order of the dimensions may not be explained by a serial position effect. On the other hand, in the context of health state valuations, in which a health state is presented as a list of items, the order in which the dimensions of health are described could affect the way in which respondents process the information in line with recency or primacy effects. 10 Previous studies have found mixed effects. Mulhern et al. 11 applied 3 different EQ-5D-5L dimension orders in TTO and DCE (without duration) and found that magnitude of the dimension coefficients varies across the different dimension orderings but without a clear pattern. Mulhern et al. 12 used online DCE TTO (with duration; see below) to compare the standard and systematically manipulated orderings of EQ-5D-5L dimensions at the between-and within-subject level and found little effect. Similarly, Norman et al. 13 found that varying the dimension order in a valuation of the cancerspecific EORTC QLU-C10D had little effect on level coefficients. In a study of monetary valuation, Kjaer et al. 14 found that if the price attribute was presented last, respondents provided lower willingness to pay; in DCE TTO , this would correspond to the position of the duration attribute relative to the health state.
Another psychological effect of importance in the completion of questionnaires and DCE tasks is linked to the way in which information is attended to and cognitively processed. This is also affected by the way in which the information is presented and the amount of information included. For example, Hensher 15 found that the amount and structure of the information provided in a DCE affected the way in which that information was processed and responded to. This effect is tested in 2 further manipulations of the EQ-5D as described below.
The second issue concerns dimensions including more than 1 concept: composite dimensions. The PD and AD dimensions are each effectively a combination of 2 separate but related items, which may lead to ambiguity. Furthermore, such composite dimensions have different meanings in the self-reporting and health state valuation contexts. 16 For example, it is entirely logical to use ''moderate pain or discomfort'' to self-report moderate pain with no discomfort, no pain with moderate discomfort, or moderate pain alongside moderate discomfort. However, when a respondent is asked to value ''moderate pain or discomfort,'' it would be incorrect to imagine moderate pain alongside moderate discomfort. This would suggest a mismatch between the state that people self-report and the state for which a value is predicted. There has been only limited empirical examination of this issue. 17 The third issue regards removing, or ''bolting off'' dimensions. This is motivated by research on bolt-on dimensions to the EQ-5D(-5L) (e.g., ref. 18) , which addresses the fact that the EQ-5D(-5L) covers only a limited range of health-related quality of life (HRQL) dimensions and the concern that there may be contexts in which information on other dimensions of HRQL is important not only for health care resource allocation decisions across clinical and public health but also for health outcomes research more widely. In the context of self-report, if respondents feel that important dimensions are missing, they may report this information in their response to an existing dimension, so that the response to the original dimension depends on the other items included. 19 In the context of health state valuation, first, there may be circumstances in which there is more than 1 ''missing'' dimension that needs adding to EQ-5D(-5L), but there is a limit to the number of dimensions that can reasonably be included in health state valuation studies. One way to deal with this in valuation studies is by introducing overlap across dimensions so that certain attributes have the same level within choice sets, thus in effect reducing the number of attributes that respondents need to consider. 20 However, doing this reduces the efficiency of the study design, and another way to circumvent this could be by bolting off 1 or more of the existing EQ-5D(-5L) dimensions that may be less relevant to particular conditions. Second, the bolt-on literature has found that providing information that there is no problem in some additional dimension can make the state significantly better than the original EQ-5D state without this information. 18, 19, 21 Bolting off will allow a test of whether the same is applicable to the existing dimensions of the EQ-5D(-5L). We are aware of no other bolt-off studies.
Thus, this study aims to examine the effects of the order in which the EQ-5D dimensions are presented (aim a), splitting up the 2 composite EQ-5D dimensions (PD and AD; aim b), and bolting off 1 EQ-5D dimension at a time (aim c) on people's self-reporting of actual health and the valuation of hypothetical states. There are 6 corresponding null hypotheses. First, regarding self-reported health, a1. the proportion of people reporting level 1 in a given dimension is not affected by whether the dimension appears first or last, b1. the proportion of people who self-report level 1 in a composite dimension is no different from the proportion of people who self-report level 1 in both subdimensions when the dimension is decomposed, and c1. the proportion of people reporting problems in a dimension is unaffected by another dimension being bolted off.
Second, regarding health state valuation, a2. the disutility of a dimension is unaffected by whether it is presented first or last, b2. the disutility associated with a composite dimension is no larger than the disutility associated with either subdimension at the same level, and c2. the disutility of a dimension is unaffected by another dimension being bolted off.
An online survey of the UK general public using DCE TTO was conducted to address these hypotheses.
Methods
Survey Design, Recruitment, and the Sample
Respondents were recruited from a commercial internet panel (IPSOS Observer). Quota sampling was used to ensure respondents were representative of the UK general population for age (across 5 age groupings from 18 to 65 years) and gender. First, potential respondents accessed the survey webpage, read detailed project information, and consented to take part. Those consenting to participate were then randomized to one survey variant and completed demographic and self-reported health status, Office for National Statistics well-being questions, and the relevant variant of the EuroQol instrument (with 5 levels) for their own health based on the variant to which they were randomized. They were then presented with information about the DCE TTO tasks. These are DCE with duration as one of the attributes, 22 and the naming reflects the fact that each choice requires respondents to tradeoff between HRQL and the length of survival, as in a TTO. The DCE TTO included details about the relevant EQ-5D-3/5L health dimensions (see below) and instructions to imagine: that they would experience each health state for the period shown without relief or treatment, that death would be very swift and completely painless, and that they would have no other health problems besides what was indicated. This was followed by 10 DCE TTO tasks. Respondents were screened out if they completed the survey in less than the minimum completion time of 2 min, which was set based on judgment of the research team following a soft launch phase. No maximum limit was set.
Experimental Design: Overall
The DCE TTO questions were based on the EQ-5D-3/5L (with adaptations to address the relevant manipulations, as detailed below). The 3/5L indicates that it uses 3 of the 5 levels (1, 3, and 5) of the EQ-5D-5L. The full EQ-5D-5L was not used for the valuation tasks in order to reduce the number of possible states to be valued.
The DCE TTO scenarios consisted of ''you'' living in a particular state for 1 of 3 levels of duration (6, 8 , and 10 years) followed by death. The 3 levels of duration were selected to include 10 years (a common value used in health state valuation research) and with narrower gaps than in previous DCE TTO studies (see, for example, ref. 22 , which used 1, 5, and 10 years). The narrower gap was chosen, because a 10-fold difference in duration across a choice pair would mean that the scenario with the longer duration would be selected almost regardless of the state (provided both states are better than being dead); narrower gaps would allow more tradeoffs between the state and duration.
The analysis of DCE TTO data involves modeling the pairwise choice data in terms of interactions between the health state and duration. 22 The main DCE TTO design is called type III. (Types I and II addressed unrelated research questions and are reported in ref. 23 .) Type III involves 11 parameters (interactions between each of the EQ-5D-3/5L dummies and continuous duration 5 3 [3 -1] 3 1 = 10, plus continuous duration). However, to allow for possible further analysis including EQ-5D-3/5L main effects and quadratic duration, the design had 32 parameters (the above 11, plus main effects for EQ-5D-3/5L dummies 5 3 [3 -1], interactions between these and duration squared, and duration squared). Sixty choice sets were selected based on a D-efficient design with zero prior values using Ngene 24 and allocated to 6 blocks of 10 tasks. The target sample size for type III was set at 700.
Experimental Design for Aim a
For aim a, 4 subtypes (IIIa to IIId) were created by varying the order in which the DCE TTO attributes were presented. Even if the position of duration is restricted to either precede or follow the health state dimensions, there are still 240 possible orderings (2 3 5 3 4 3 3 3 2 3 1). From these, the following particular 4 combinations were chosen: type IIIa moved mobility to the last of the EQ-5D dimensions, maintained the ordering of the remaining 4 dimensions, and kept duration last (to understand how important the first dimension is); type IIIb treated the first 3 dimensions (that are more functioning based) and the last 2 dimensions (the are more symptoms based) as blocks and swapped them round and kept duration last; type IIIc reversed the ordering of the 5 EQ-5D dimensions (to test the impact of overall order) but kept duration last; and type IIId kept the EQ-5D ordering but placed duration first (to test the importance of the position of duration on the magnitude of its coefficient). The target sample size for subtypes IIIa to IIId was set at 150 each.
Experimental Design for Aim b
For aim b, the composite dimensions were split to form the EQ-6D-3/5L. One subvariant of this (IVa) split pain/ discomfort into a pain dimension and a discomfort dimension; the other subvariant (IVb) split anxiety/ depression into an anxiety dimension and a depression dimension. All other aspects remained unchanged. This involves 13 parameters (interactions between each of the EQ-6D-3/5L level dummies and continuous duration 6 3 [3 -1] 3 1= 12, plus continuous duration). To allow further analyses in line with type III, the type IV design had 38 parameters (12 3 3 + 2). For each subtype, IVa and IVb, 60 choice sets were selected based on a D-efficient design with zero prior values and allocated to 6 blocks of 10 DCE TTO tasks. The target sample size for the subtypes IVa to IVb was set at 225 each.
Experimental Design for Aim c
For aim c, 1 dimension was bolted off to form the EQ-4D-3/5L. This has 5 subvariants: one that dropped mobility, another that dropped self-care, and so on. Duration always appeared last. This involves 9 parameters (interactions between each of the EQ-4D-3/5L level dummies and continuous duration 4 3 [3 -1] 3 1 = 8, plus continuous duration). To allow further analyses, the type V design had 26 parameters (8 3 3 + 2). For each subtype, Va to Ve, 60 choice sets were selected based on a D-efficient design with zero prior values and allocated 6 six blocks of 10 DCE TTO tasks. The target sample size for the subtypes Va to Ve was set at 150 each.
Analysis
Self-reported health by subtype was summarized as a bar chart, and differences in proportions reporting any problems in a given dimension were compared relative to type III. In addition, for type IV, cross-tables were used to examine the distribution of responses across the composite and corresponding split dimensions.
Throughout, DCE TTO data were analyzed as has been done previously, 22 using conditional logit models with continuous duration and interactions between the EQ-5D level dummies and duration. Since the estimated coefficients are on a latent scale, they are unanchored and not directly comparable across models. For this, anchored coefficients representing decrements from full health on a scale with 1 for full health and 0 for dead are necessary. The main results are reported in terms of the anchored coefficients, and the unanchored coefficients are reported in the online appendices.
To investigate the effects of changing the ordering of dimensions (aim a), we first examined hypothesis a1 through the distribution of self-reported EQ-5D-5L health across the samples for type III and types IIIa to IIId. Regarding health state values (hypothesis a2), we compared the anchored coefficients between types estimated from the separate models. Next, we replicated the analysis by Kjaer et al. 14 by pooling the data across all the types and incorporating interaction variables with the explanatory variables of the unanchored model multiplied by a dummy variable indicating the different types. Given the number of variables, we focused on the level 5 dimensions and the duration attribute only. If the interaction variable with type is statistically significant, it will show that the different design has influenced that parameter estimate.
To address the effects of splitting composite dimensions (aim b), self-reported health was compared between type III and types IVa and IVb, to examine the distributions of self-reported PD in type III alongside selfreported pain and discomfort in type IVa and similarly for AD (hypothesis b1). Furthermore, to test hypothesis b2, DCE TTO data were modeled by subtype and compared with the type III model. In particular, the size of the split coefficients (anchored) was compared with the corresponding composite coefficients.
To examine the effects of bolting off EQ-5D dimensions (aim c) to test hypotheses c1 and c2, a procedure similar to the one described above for hypotheses a1 and a2 was followed.
Results

Response Rate and Demographics
The analysis uses data from 2494 respondents who completed the survey. Of these, 700 answered the baseline type III DCE TTO survey, 600 answered 1 of 4 subtypes (IIIa to IIId) addressing aim a, 450 answered 1 of 2 subtypes (IVa and IVb) addressing aim b, and just fewer than 750 answered 1 of 5 subtypes (Va to Ve) addressing aim c. For details of the sample characteristics, see Table 1 . Figure 1 illustrates the distribution of self-reported EQ-5D, by the samples for types III and IIIa to IIId. The 3 panels on the left are for M, SC, and UA, and the panels on the right are for PD and AD; the bar charts indicate the proportion of respondents at levels 1 to 5. The charts show that there are some deviations from type III. However, across the 4 different orderings tested, none of the variations observed are explained by appearing first or last, and thus hypothesis a1 cannot be rejected. Table 2 reports anchored coefficients of the DCE TTO models. Looking along the rows, the largest decrement for 4 coefficients (M3, M5, SC3, UA3 and AD3) fall on IIId, where duration appears first, while it never falls on a dimension appearing first. Neither does the smallest decrement fall where the dimension appears first. The largest decrement appears last (just before duration) only in III (AD3 but not AD5). The consistently smaller standard error when duration is presented first (IIId) suggests that rearranging the EQ-5D dimensions can have larger impacts than the placing of duration in the choice task. Table 4 cross-tabulates self-reported pain, discomfort, anxiety, and depression using data from the samples for types IVa, IVb, and III. Since there are no statistically significant differences in self-assessed health across the samples and the other background characteristics are similar (cf. Table 1) , it is reasonable to assume that underlying health across the samples is also similar.
Results of Aim a
Results of Aim b
Taking the EQ-5D-5L wording at face value, only those with no pain or discomfort should report level 1 PD. From type IVa in Table 4a , this proportion is 51.6% (cell highlighted in dark gray), while the proportion observed in type III in Table 4c is 56.9% (cell in dark gray; P = 0.148, z-test). Similarly, only those with no anxiety or depression should report level 1 AD. From type IVb in Table 4b , this proportion is 44.9% (cell in light gray), while the proportion observed in type III in Table 4c is 57.3% (cell in light gray; P = 0.001). Thus, hypothesis b1 cannot be rejected for PD but is rejected for AD. Table 5 presents the anchored coefficient. Regarding PD, the level 3 and level 5 composite coefficients in type III are larger in magnitude than the corresponding subdomain coefficients in type IVa for pain (1-sided P = 0.307 for level 3, P = 0.139 for level 5) and similarly for discomfort (P = 0.307 for level 3, P \ 0.001 for level 5). Regarding AD, the composite coefficients in type III are larger in magnitude than the corresponding coefficients in type IVb for anxiety (P = 0.141 for level 3, P \ 0.001 for level 5) but smaller for depression (P = 0.093 for level 3, P = 0.119 for level 5). Thus, hypothesis b2 is not rejected for any of the level 3 coefficients; for the level 5 coefficients, it is rejected for PD (relative to pain) and AD (relative to anxiety). Figure 2 illustrates the distribution of self-reported levels of each of the (relevant) EQ-5D dimension, by the samples for types III and Va to Ve. The EQ-5D-5L dimensions bolted off appear as blank spaces. The charts show that there are variations in self-reported EQ-5D-5L problems across the bolt-off types, but none of these are statistically significant from type III (z-test at 5%). Thus, hypothesis c1 cannot be rejected. Table 6 presents the anchored coefficients. Of the 36 significant anchored coefficients among the 5 type V models, 33 are larger in the bolt-off model than the corresponding coefficient in type III. Type Vd (bolting off PD) is the exception and has 2 level 3 coefficients that are nonsignificant (M3, SC3) and 2 coefficients that are smaller than the corresponding type III coefficient (M5, UA5). Table 7 summarizes the results of the Kjaer et al. 14 analysis incorporating interactions with the design variables (e.g., Vb 3 M5 3 D), using type III as the baseline and therefore omitted; also omitted are the coefficients for the dimension that is bolted off in each type (e.g., interaction of Va and M5 3 D is omitted). The results show that, first, all the significant coefficients are negative; second, the M5 coefficient is not significantly affected by other dimensions being bolted off, but the other coefficients are; third, SC5, US5, and PD5 are affected more than AD5; and finally, duration is not affected. Thus, hypothesis c2 is rejected: with the exception of mobility, the disutilities of the dimensions are affected by another dimension being bolted off. 
Results of Aim c
Discussion
This article examines the effects of a) varying the order in which EQ-5D(-5L) dimensions are presented, b) splitting up the 2 composite EQ-5D dimensions (PD and AD), and c) bolting off 1 EQ-5D dimension at a time. The effects were examined in 2 contexts: 1) self-reporting own health and 2) health state valuation using DCE TTO . An online survey using a commercial internet panel was conducted in the United Kingdom with 2494 respondents.
Regarding hypothesis a1 (the proportion of people reporting level 1 in a given dimension is not affected by whether the dimension appears first or last) and hypothesis a2 (the disutility of a dimension is unaffected by whether it is presented first or last), neither of these can be rejected by our data. While both self-reported health and health state values varied significantly by the order in which the EQ-5D-5L dimensions are presented, these cannot be explained with respect to the serial position effects. The study has examined only 4 orderings out of the possible 240 permutations (2 duration dimension positions, with 120 EQ-5D-5L dimension orderings), and the effect of the position may have interacted with the dimension itself. For health state valuation, the significant variations appear to contradict the findings Mulhern et al., 12 who randomized all 120 possible permutations of the 5 dimensions both within and between respondents (with duration always last) and found no significant effect of dimension ordering in a DCE TTO . However, Mulhern et al. 12 examined the effect of the position of a dimension (independently of the other 4 dimensions), whereas this study examined the effect of the ordering (permutations) of the dimensions. Mulhern et al. 12 did not analyze self-reported health. Coefficients with P \ 0.05 are shown in bold. All models controls for duration and for 2-way interactions between dimension-level and duration. All controls are significant at the 0.001 level. Full results are available from the authors on request.
Hypothesis b1 (the proportion of people who selfreport level 1 in a composite dimension is no different from the proportion of people who self-report level 1 in both subdimensions when the dimension is decomposed) cannot be rejected for pain or discomfort but is rejected for anxiety or depression. In other words, the PD The null hypothesis implies that the cells with the same shades have the same percentages.
dimension appears to be interpreted more literally than the AD dimension. It would be interesting to see if this holds for non-English versions of EQ-5D. Hypothesis b2 (the disutility associated with a composite dimension is no larger than the disutility associated with either subdimension at the same level) is not rejected for any of the level 3 coefficients but is rejected for the level 5 coefficients (PD relative to pain and AD relative to anxiety). Specifically, what respondents have in mind when valuing ''extreme pain or discomfort'' is significantly worse than extreme discomfort on its own, and what respondents have in mind when valuing ''extreme anxiety or depression'' is significantly worse than extreme anxiety on its own.
Imagine a patient with extreme problems in all the dimensions: Table 5 reports the predicted values in the last row. Compared with type III (EQ-5D-5L), type IVa (splitting PD) results in a health state value that is milder by 0.099, while type IVb (splitting AD) results in a value that is more severe by 0.118. These are substantial differences. To give some context, a recent study has calculated the minimally important difference for EQ-5D-5L across 6 countries and found them in the region of 0.037 to 0.069, 25 while the differences observed here are an order of magnitude larger.
This has major implications for the EQ-5D-5L and beyond. In effect, a given EQ-5D-5L profile may mean different things depending on whether the profile is used to self-report one's health or to value hypothetical states, so that the health state values EQ-5D-5L in population tariffs may not correspond to the states in which patients self-report themselves. Furthermore, since our study has used an adapted version of the EQ-5D-5L with levels 1, 3, and 5 only, the 3-level version of the EQ-5D is highly likely to be susceptible to the same effect. Taken at face value, our results would suggest that economic evaluations that use EQ-5D(-5L) are systematically biased. Establishing the robustness of the findings using other valuation methods, to gauge the size and direction of the error in terms of health gains (as opposed to values for health states), is a research priority. In addition, a composite dimension brings together items that are thought to be similar or related to each other, and if so, splitting them would, in effect, create 2 dimensions that violate independence. Given this, simply splitting the composite dimension(s) is unlikely to be the best solution. Further research on splitting and dropping items may be informative.
Regarding hypothesis c1 (the proportion of people reporting problems in a dimension is unaffected by another dimension being bolted off), this cannot be rejected. The effect of dropping an EQ-5D dimension on the other dimensions seemed to be relatively small, and none were significant. However, hypothesis c2 (the disutility of a dimension is unaffected by another dimension being bolted off) is rejected: the absence of a dimension was found to affect the values of the remaining dimensions other than mobility, while the value of survival in full health remained unaffected.
To place this in context, the lower rows of Table 6 reports predicted values. With the exception of type Vd (drop PD), the worst states in the bolt-off instrument (with 4 extreme dimensions) resulted in more severe predicted values than the corresponding EQ-5D-5L (with 4 extreme problems), and the differences between corresponding states are an order of magnitude larger than the minimum importance difference referenced above. The implication is that when respondents value a health state, they do not assume that everything else not mentioned by the descriptive system is fine. Indeed (with the exception of type Vd), the worst states in the bolt-off instrument (with 4 extreme dimensions) had predicted values that were worse than 55555 with 5 extreme dimensions (-0.774, type III). While similar findings have been observed in the bolton literature, this is inconsistent with the practice in typical health state valuation exercises (including the present study) instructing respondents to imagine that there are no further health problems beyond what is explicitly mentioned in the hypothetical health state to be valued.
The results reinforce the possibility that respondents make their own inferences about problems in the unmentioned dimensions of health. This adds to the growing evidence on the nonindependence of bolt-on items and more generally on how respondents to health state valuation tasks supplement the minimal description of the hypothetical health states with their own concepts. These call for better ways of informing the respondents about the hypothetical health states they are valuing and perhaps probing the respondents about those states afterward, rather than simply presenting them with short abstract health state descriptions.
The study has a few limitations. The first concerns the use of DCE TTO , which is not the valuation method used in the recommended protocol for valuing EQ-5D-5L. 26 Because this is an ordinal method that relies heavily on econometric modeling and its assumptions, there may be concerns over the validity of the anchored values produced. However, the aim of this study is entirely methodological and does not aim to produce a population tariff. Furthermore, the experimental versions of the EQ-5D are compared against the reference that is also valued within the same study using DCE TTO , without involving cross-method or cross-study comparisons. Of course, the design does not rule out the possibility that DCE TTO is particularly vulnerable to, for example, splitting composite dimensions. Therefore, it would be of major interest to see whether the findings hold for the composite TTO method and in face-to-face interviews. 26 The second would be the use of an online survey recruiting respondents from a commercial internet panel. The pros and cons of online surveys relative to face-to-face interviews in the context of health state valuations have been discussed elsewhere 27 and include the substantially lower costs, the speed of data collection, the absence of interviewer effects, alongside the exclusion of certain populations and possible lack of respondent engagement. The same study has, however, found that online surveys and interview surveys do not differ in terms of binary choice behavior of the kind used in DCE TTO . Finally, the study was conducted in the United Kingdom using the English version of the EQ-5D-5L; the results may or may not hold in different language versions or populations beyond the United Kingdom.
To conclude, this article reports on a study that examined the effect of manipulating the EQ-5D health state classification system in 3 different ways (change dimension ordering, split composite dimensions, bolt-off 1 dimension at a time) across 2 contexts (self-reporting health and health state valuation). The values given to certain health dimensions are sensitive to the way in Coefficients with P \ 0.05 are shown in bold. All models controls for duration and for 2-way interactions between dimension-level and duration. All controls are significant at the 0.001 level. Full results are available from the authors on request.
which it is described and the other health dimensions presented. Of particular interest is how the composite dimensions are interpreted differently across selfreporting and health state valuation: this raises questions about the validity of EQ-5D(-5L) in economic evaluation.
